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CHAPTER I 
INTRODUCTION 
Health psychology is a relatively new area of behaviour 
research and practice that reflects the view that both body 
and mind are important determinants of health and illness 
Feuersteen, Labbe, and Kulzmieroyk (1986) . One of the 
important concerns of health psychology is the study of 
factors involved in seeking medical attention. A number of 
factors may determine when we actually seek help from 
professionals or physician, by calling a doctor or 
proceeding directly to the hospital. Surprisingly, some 
evidence suggest that people may not seek help even when 
they know that something is seriously wrong with them Locke 
Sc Slaby, (1982) . Let us examine the different aspects of 
illness behavior so as to understand delay in seeking 
medical care. The term illness behavior was introduced by 
Mechanic (1962) . He observed that illness behavior differ 
from person to person, one group to another group, one 
culture to another culture; some person make light of 
s:>^ ptoms shrug them off, and avoid seeking medical care, and 
others respond to little pain and discomfort by readily 
seeking care. 
Koos (1954) observed that upper class persons view 
themselves as ill when they had particular symptoms and when 
they were questioned about specific symptoms. They reported 
more frequently than lower class persons. That they would 
seek the doctor's advice. Rosenstock (1960) has suggested 
that illness behavior relevant to a given problem is 
determined by the extent to which a person sees a problem as 
having both serious consequences and a high probability of 
occurrence. He further believes that behavior emerges from 
conflicting goals and motives, and that action will follow 
those motives which are most salient and which are perceived 
as most valuable. Zola (1963) described five "trigger" in 
"patient" decision to seek medical care. The first patterns 
he calls "interpersonal crisis" where the situation calls 
attention to the symptoms and causes the patient to dwell on 
them. The second trigger, he calls "social interference". 
In this situation the symptom do not change, but come to 
threaten a valued soical activity. The third trigger the 
presence of sanctioning involves others telling him to seek 
care. Fourth, Zola discusses "perceived threat", and finally 
"nature" and quality of the symptoms as composed to previous 
ones or those of friends, and the like. Zola reports that 
these triggers have different effect in various social 
strata and ethnic group. 
When a person decides to seek medical help there are so 
m£iny psychological factors which are associated with both 
illness and recovery. Whenever a person feels that he is 
sick and decides to seek medical help, some psychological 
factors operate on the person such as social support, locus 
of control and stress. Social support come from family-
members such as spouse, partner, children, friends and 
professional care givers . Studies indicated that 
individuals with high levels of social support are less 
likely to develop serious illnesses e.g. Berkman and Syme, 
(1979); Jackson (1956) Wallston et al. (1983). They also 
suggests a relationship between social support and prospects 
of recovery. People who are already ill seem to recover more 
quickly if they have high level of social support Chambers 
and Reiser (1953) Cobb (1976) Dimond (1979) . It is not 
necessary that all kinds of social support are equally 
beneficial for the individuals Brown of Harris (1978). 
According to House Robbin (1982) people particularly males 
with a larger number of "social connection" live longer than 
people with fewer contact, Variety of studies suggested that 
social relation have positive effect on health. According to 
Cassel (1976) one who has social support will be the 
healthier one. In other words more social support helps to 
produce better patient adjustment. 
Locus of control is an important factor associated with 
a person illness and recovery. Locus of control refers to a 
person's beliefs about control over life events. Some people 
feel personally responsible for the things that happen to 
them. These peoples are labeled internals. Others feel that 
outcomes in life are determined by forces beyond their 
control e.g., fate, luck, and other people. These peoples 
are labeled externals. As far locus of control of health is 
concerned, it differ from person to person and from 
population to population. The most important aspect in this 
environment is one's own body and its well being and locus 
of control is a factor, which is responsible for both Seeman 
and Evans (1962) noted that in a tuberculosis hospital 
internal patients possessed more information about their 
physical condition they demanded information from both 
physicians and nurses and were generally less satisfied 
about the extent of information they were receiving. 
Association between illness and stress suggested by many 
writers. However, the physiology of stress is vital for 
increasing our understanding of how psychological pressures 
come to have pathological consequences for our physical 
selves. At last we can say that illness and recovery is 
associated with psychological factor. 
When people become sick they do not seek treatment 
immediately, we find the reason for delay are a list of 
faults: the patent has no time, no money, no one to care for 
children, or take over other duties. The sick person is 
guilty, ashamed, fearful, anxious or embarrassed has had bad 
medical or personal experiences, or may have had lower 
education and socio-economic status. 
A person who recognizes some pain discomfort or other 
signs of organic malfunction may differ from another person 
having much of the same symptoms. Clinically considered, 
the two may behave quite differently. One may become 
concerned and immediately seek medical aid while the other 
may ignore the symptoms and not consider seeking treatment. 
According to Suchman (1965) the two persons have to go 
through a series of stages or phases but they may take their 
own time in entering and coming out of each stage. The 
stages are described below. 
Syirtptom Experience Stage 
In this stage Medical care process begins with 
individual perception that something is wrong with him, 
perception include awareness of physical change such as 
pain, evaluation of the change, its degree of severity, 
emotional responses including denial or a flight into 
health. The individual decided that he is sick and enters 
the second stage. 
Assutrption of sick role 
Envisaged by Parson (1951, 1958, 1965) is the stage in 
which a person decides to adopt the sick role and seeks to 
obtain provisional validation, his illness become soical 
phenomena. The sick person seeks agreement that he is sick 
and should be excused from his regular duties. Initial 
contacts are made with spouse family friends and the person 
seeks professional help often upon the advice of family 
meiTibers and friends or may continue self treatment trying 
various remedies suggested by other patent, medicine home 
remedies, traditional cures etc. The self treatment and 
seeking advice from lay men only delays contact with a 
doctor. Meanwhile damage from the disease may have reached 
serious propotions. As in civilized societies only a trained 
physician can tell if one really has a discease and what 
should be done about it, the provisional validation of the 
sick - role by the family leads into third stage. 
Medical care contact 
In this stage sick person leaves lay care system and 
seeks authoritative validation from his claim to the sick 
role as well as to the treatment. He seeks assessment of 
his symptoms which may vary from simple assurance that the 
disease is not serious to psychological description of 
cause. The physician may judge the person to be well but 
the individual may reject the physician judgement and 
relationship between the two discontinued. The patient 
either resume his normal roles as often occur or goes to 
other physician until he achieve the diagnosis. This stage 
of rejecting treatment offered by physicians and going for 
further consultation is known as "shopping". Alternatively 
the sick person and the doctor may agree that the former is 
ill, thus providing legitimation for the sick role claim and 
enters into the next stage. 
Dependent Patient Role 
This stage is fraught with problems. In this patient 
must wrestle with the discrepancy between his child like 
dependence upon the physician and the normal state of adult 
independence. The patient may break off the encounter and 
"go shopping". Some patient, however, may succumb to the 
temporary benefits of dependence and focus on the "secondary 
gain" rather than devote their efforts to getting well. 
When the patient and the physician work together they 
commence recovery. 
We may also note that not every illness experience will 
involve all the stages. A person experiences sharp pain or 
a disability may proceed directly from the symptom 
experience stage to the medical care contact stage. It also 
happens at medical care contact initial treatment is 
effective and the patient fully recovers thus effectively 
skipping the fourth of the dependent- patient role. The 
entry into and exit from each stage involves decision making 
on the part of the sick person and those around him. The 
decision making lies not only in the behavioral 
consequences, but also in observing the combination of 
factors which influence the decision. 
Discovery of illness is associated with certain 
factors emotional state of the person, the society in which 
he lives, his cultural background his particular life 
situation at the time and the characteristics of the illness 
itself. 
A person who develops signs or symptoms of disease may 
respond to them at two levels. On the one hand he may 
interpret them in a way that would be readily understandable 
to others, but at the some time he may perceive the illness 
indicators in a mode which is rather unique to him. At both 
of these levels the illness may mean something positive or 
negative, a promise or a threat. Normally an individual 
whose illness is productive of discomfort, impairment of 
function or a threat to life will seek help from a 
technically competent person if he is hopeful that such a 
move will be beneficial to him. 
While the different studies on health care seeking 
behaviour have associated with different factors two 
models have been suggested suggested to understand health 
care seeking behavior in terms of different kinds of 
factors. The two models are (i) Barker {a953) model and (ii) 
Rosenstook model (1966) . 
The model proposed by Barker et al. (1953) described 
five basic psychological forces that operate on the person 
who feels he or she may require a physican service or help. 
These forces are: S - Is generated by pain and discomfort, 
this force is negative because experiences that increase 
symptoms are usually repellent. RH + is generated by 
anticipation of returning to health returning to health as 
a result of treatment. This force is positive because health 
is usually strongly attractive. Though opposite in sign, S 
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and RH work together as inducement to move the direction of 
seeking medical help. 
H+ is generated by the person's past and current 
concept of himself as a consistently healthy person who does 
not require medical care. Unlike RH, this force though 
positive works against action to under go diagnosis and 
treatment; it fosters minimization of symptoms and their 
possible significance. I-is generated by the anticipation of 
possible illness; despite his hope for health, the person 
know that a trip to the physician's office may result in the 
discovery of a serious pathological condition. The fifth 
force, DT-, is generated by the negative aspects of 
diagnosis and treatment which usually involves monetary 
expenses and the anticipation of possible additional 
discomfort and pain. 
According to Barker (!953) the five forces operate on 
the person in a complex topographic configuration but their 
net effect upon behavior may be summarized by the opposing 
Figure: Showing forces operating on the person considering medical treatment. 
S^  /^ X H+ 
Away from treatment / \ Toward treatment 
p Dy_ 
RH+ \ / . I-
vector displacement of p the person to the right represents 
movement toward treatment and displacement to the left 
represents movement away from treatment. 
Another Model was proposed by Rosenstock (1966) and was 
modified by Becker and Maiman (1975) . This model proposes 
that a person likelihood of engaging in health related such 
as behaviour is a function of several dimensions. It 
proposes that for a person to take preventive action against 
a disease the person must: 
1. Feel personally susceptible to the disease (Perceived 
Suceptibility). 
2. Feel that the disease would have at least moderately 
serious consequences (perceived severity). 
3. Feel that preventive behaviour would be beneficial 
either by preventing the disease or by lessening its 
severity (perceived benefits) 
4. Feel that barriers such as pain or embarrassment or 
expense, should not out-weigh the perceived benefits of 
the proposed health action in order for the preventive 
health behavior to occur. 
This health belief model by Becker & Maiman (1975) is 
initially developed to explain why people don't use medical 
screening devices,may help us to understand the reason of 
not seeking health care Rosenstock (1966) this model 
suggests that our willingness to seek medical help depends 
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on (i) the extent to which we perceive a threat to our 
health (ii) the perception that a particular behavior will 
effectively reduce that threat Rosenstock, (1974) . The 
perception of a personal threat is influenced by our health 
values, our specific beliefs about our susceptibility to an 
illness, and our beliefs concerning the seriousness of the 
illness. 
The health belief model may, at least in part, help to 
explain why certain people especially young person and older 
adults who have never experienced a serious illness or 
injury believe that they are some how invulnerable Taylor & 
Brown, (1988) . 
As their beliefs do not allow for the possibility of 
illness or injury, false belief can be seen in young people 
who do not consider themselves to be susceptible to that 
diseases typical of later life e.g. cancer diabetes etc. 
They may ignore or fail to notice important warning signs of 
these disorders. 
The health belief model also suggests that if people 
believe that their action will be ineffective in changing 
their health status they will be less likely to seek help or 
engage in healthy behaviors. For example, if a person is 
overweight and have a family history of high blood pressure 
and heart problem, he is not likely to believe that anything 
can be done to lessen his genetic predisposition for heart 
attacks. He may, therefore, refuse to adhere to a sensible 
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diet and exercise program even when he begins to experience 
symptoms. 
Health belief model suggests that our willingness to 
seek medical help depends on our beliefs concerning our 
susceptibility to an illness, the severity of the illness, 
the perceived effectiveness of medical assistance, and 
perceived barriers to action. However a number of factors 
may help to determine whether we actually seek medical help. 
It is to be noted that for same illness some people may 
light of symptoms, shrug them off and avoid seeking care, 
but why is this so? 
It was found, that seeking care was related to a 
variety of factors including socio-economic status factors. 
It is also noted that people of lower socio-economic status 
usually delay seeking care; they do not seek medical help 
until their condition become more deteriorated. They consult 
the member of the family, several times they do not go for 
medical immediately, they use mostly home remedies, patent 
medicine and they do not want to see the physician 
immediately. 
Every one knows that health care is a complex 
phenomenon the utilization of facilities depends ont only on 
economic factors but also on various aspects of illness 
including health knowledge, attitude towards illness, role 
of health agencies, ability to recognise symptoms, and 
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cultural and social definition which give more or less 
meaning to particular symptoms. The utilization of health 
services is based on cost benefit considerations. The 
patient decides whether he can spare money for treatment. If 
the person is of lower social economic status he is less 
likely to utilize medical facilities because he finds it 
difficult to divert his resources. 
One of the most important health services, where one 
has to almost exclusively on consumer like decision making 
is the utilization of physicians and here we find a clear 
relationship of the linear type by income; with higher 
income persons had utilizing the physician to a greater 
extent than lower income persons. In a recent study in 
Massachessets the patient with the lowest income were found 
to have an increased relative risk of delay in securing 
medical care for a number of medical or surgical conditions. 
The latter observation contrast with a large 
investigation in five hospitals in Massachessetsahusscts in 
which patient with lower education or lower income had odd 
ratios of between 1.6 and 2.5 for delayed access to the 
hospital for a wide range of conditions. 
Most of the studies indicate that the prevalence of the 
disease like Endemic Goitre is more advanced in lower socio-
economic groups. The prevalence of Goitre increases with the 
decrease in the socio-economic status. There is also clear 
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evidence that the economic environment has a major influence 
on health. 
As far as another variable age is concerned, Mechanic 
(1962) found that age the best predictor of illness 
behaviour. In his study of illness behaviour of children, 
the two best predictors of childrens report of fear of 
getting hurt and attention to pain were the child's age and 
sex. 
In an interesting study by Gonda (1957) a fairly large 
relationship was observed between complaint of pain and the 
patient age and family background. Both older people and 
those from large families were more likely to be persistent 
complainers Logan (1975) High consultation rates are 
characteristic of the very old and very young and of women 
in the age group fifteen to fourtyfour years, In the united 
states it has been shown that age and social class interact 
in determining demand for medical care Bunnell and 
Cartwright, (1972) 
Schneider and Guralnik (1990) found in their research that 
the causes and prevention of chronic illnesses are more 
prevalent among the aged. These result and findings support 
the idea that age is important in illness behaviour and 
attitudes towards health visk. 
As far as residence of sick person in Urban and Rural 
area is concerned, the role of health care seeking behaviour 
in Urban area is that people of Urban area seeks help more 
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than people of Rural area. This attempt to stimulate 
interest in general practice is spurred also by concern 
about the distribution of physicians which slights Rural 
area in favour of Urban. 
Purpose of the Present Study: 
The purpose of the present study is to find the effect 
of demographic variables such as age, S.E.S., Urban and 
Rural residence on person health care seeking behavior. An 
important aspect of health care seeking behaviour is the 
time taken in going to hospital or clinic for proper 
treatment. 
Two Models of Approach Avoidance proposed by Basker 
(1953) Rosenstock (1966) have identified a number of factors 
which make a patient to approach or avoid seeking treatment. 
A large number of empirical studies have also been conducted 
to determine the role of demographic factors in medical help 
seeking. The important demographic variables which 
influence the Approach Avoidance behaviour are identified to 
be Age S.E.S., Social Support, residence in Rural and Urban 
areas etc. 
The present study has been undertaken to determine the 
relevance of variables identified by the two health care 
models and certain demographic variables in approaching 
hospital. The present study is limited to the patient 
admitted to medicine/ward for various diseases such as 
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Cirhosis, T.B. Meningitis, Rheumetic fever, Myocardial 
Infraction etc. However, variety of ailments for which 
patients are admitted to medical ward differ in painfulness 
and mortality rate. Due to our interest in demographic 
variables. The patients were divided into appropriate 
categories on the basis of their age, Social economic status 
(SES) and residence in Rural/Urban areas 
The study would enable us to test the following 
hypotheses. 
1. Patients belonging to different age group will differ 
in respect of factors proposed by Barker Model. 
2. Patients belonging to different socio-economic status 
will differ in respect of factors proposed by Barker 
Model. 
3. Patients belonging to Urban area will differ from Rural 
area in respect of factors proposed by Barker Model. 
4. For each specified age range of patients difference 
will be observed in positive and negative vectors. 
5. For each Socio-economic level difference will be 
observed in approach - avoidance vectors of patients. 
6. Patients belonging to Urban area will differ in 
positive and negative vectors of health care seeking 
suggested by Barker's Model. 
7. Patient belong to Rural area will differ in positive 
and negative vectors of health care seeking with 
respect of Barker's Model. 
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8. Patients belonging to different age group will differ 
in respect of dimensions proposed by Becker and Maiman 
Model. 
9. Patients belonging to different socio-economic status 
will differ in respect of dimensions proposed by Becker 
and Maiman Model. 
10. Patients belonging to Urban area will differ from Rural 
area with respect of dimensions proposed by Becker and 
Maiman Model. 
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CHAPTER II 
REVIEW OF LITERATURE 
The present review of literature examines the 
studies which led to the formulation of the problem of 
present study. These studies deal with different aspects 
which influence the health-care seeking behavior of a 
person. Firstly, the studies on relation of Age and health 
care seeking behavior are reviewed, Secondly, the studies 
related to socio-economic status are reviewed, and finally 
the effect of residence in Rural and Urban areas on the 
decision making behavior in respect of health of individual 
are examined. However, before reviewing the above studies, a 
brief history of Health Psychology and its concern with 
health-care seeking behavior will be mentioned. 
Any activity of psychology which relates to aspect of 
health, illness, the health care system or health policy may 
be considered in the field of Health Psychology. Health 
Psycology deals with such question as: Can certain behavior 
predispose to particular illnesses? Can health education 
programmes prevent illness. 
One can formally date the beginnings of the interest of 
psychologists in health areas to the convening of a 
conference in 1978 and to the setting up of a section 
devoted to Health Psychology in the American Psychological 
Association in 1979. The British Psychological Society set 
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up a Health section only in 1986. Hence the recognition of 
Health Psychology as clearly designated field is very 
recent. A widely accepted definition of Health psycholgy is 
that put forward by Matarazzo in (1980): 
"Health Psyclology is the aggregate of the specific 
educational, scientific and professional contributions of 
the discipline of psychology to the promotion and 
maintenance of health the preveation and treatment of 
illness. Identification of etilogical and diagnostic 
correlates of health, illness related dysfunction, and the 
analysis and improvement of the health care system and 
health policy formation. 
The primary aim of Health psychology is to determine 
important relationships between psychological variables and 
health. Today, Health Psychologist are interested in any 
respect of psychology that is relevant to understanding 
health behavior and experiences that people have in 
relation to health and illness { Stone quoted in krupat, 
1982, p-381). 
One of the areas of research in Health Psychology is, 
what attitude individuals have toward their illness. It is 
obvious that physician often face the problem of convincing 
a patient who insists there is nothing wrong with him that 
he is in fact seriously ill. Sometimes even a person who 
admits that he is ill does not necessarily respond to the 
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condition his physician has diagnosed. Individual attitude 
toward his or her illness differ not from individual to 
individual but form one group to another group one culture 
to another culture. 
It can be seen that two people may make the same 
decision to seek medical advice and treatment, yet one may 
do so with minimal worry and discomfort while the other 
struggles against a high level of tension and anxiety. 
Similarly, two people may make the same decision not to seek 
medical advice and treatment, yet one may do so with minimal 
worry and discomfort while the other struggles against a 
high level of tension and anxiety. Again, two people may 
make the some decision not to seek medical advice and 
treatment, yet one may do so only because the symptoms he 
experiences are not sufficiently troublesome to impel him 
to make the necessary commitment of time, trouble and 
expense, while the other cannot bring himself to face the 
possibility of being told he has a serious illness, no 
matter how much he must suffer from symptoms while avoiding 
medical advise. 
A person who is suffering from a disease is expected 
approach to hospital. To seek care or not, really depends on 
his attitude about seeking medical advice and help. Illness 
behavior is seen as influenced by the recognition of 
symptoms and the degree to which the illness is viewed as 
dangerous. Illness recognition is influenced by the 
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frequency with which illness occurs in the person under 
consideration and the familiarity of symptoms to the person, 
Illness danger is influenced by the predictability of 
outcomes and the degree of threat and loss seen as resulting 
from the illness. People vary in their inclination for 
different diseases to seek medical care. Those illnesses 
seen as both familiar and of low danger are more likely to 
be defined as routine and less likely to result in medical 
care. According to Mechanic, (1962) an individual is most 
likely to seek medical care when his symptoms are seen as 
threatening and unfamiliar. 
In seeking of medical help a person passes through 
different stages. In the first stage of illness, that of 
transition from customary social role to sick role, to be 
taken care of, it is necessary for a person to recognize 
that he is sick, seek appropriate help and to some degree 
relinquish his usual position in life. 
In the second stage, especially if the illness is 
severe and requires hospitalization, the patient must adopt 
himself to all of the peculiarities uncertainties and 
hazards of an unfamiliar environment. He is faced with the 
task of entrusting his life to strangers, of being co-
operative with the staff, and of informing them of his needs 
without being too demanding. During convalescence, the 
patient relinquishes the sick role and resumes his usual 
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position in the family and society. 
Different models have been suggested for analyzing 
individual's health-care seeking behavior. 
A person who is usually healthy but at present suffers 
from disturbing physical symptoms, is likely to find himself 
in dilemma that may involve considerable psychological 
conflict. The dilemma exists because the person in impelled 
to act both as a sick and healthy person. 
In an important theoretical article Barker described 
the forces that operate upon a sick person and proposed a 
theoretical model for analyzing his behavior (BARKER et al. 
pp.309-345) . The five psychological forces that operate on 
the person, who is in conflict over the need to seek medical 
care, are : 
S- Is generated by pain and discomfort. 
RH+ Is generated by anticipation of returning to health. 
H+ Person concept of himself as a healthy person. 
I- Is generated by the anticipation of possible illness. 
DT- Is generated by the negative aspect of diagnosis and 
treatment. 
These forces operate on the person in both positive 
and negative direction. If these forces operate on the 
person in negative direction he will avoid hospitalization 
(away from treatment). 
The application of BARKER'S theoretical analysis 
provides a tenable device for identifying some of the 
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factors operating in determining the meaning of illness. The 
findings of Barker show that expectations regarding action 
are not necessarily equivalent to expectations regarding 
anxiety. Although, there is a mild tendency for higher 
anxiety to be associated with the decision not to seek 
diagnosis and treatment notable exceptions to this role may 
readily be found. 
Another Model of health care seeking behavior has been 
proposed by Rosenstock (1966) and modified by Becker and 
Maiman (1975). This model attempts to explain health 
behavior and compliance to medical regimens once ill, It is 
found to be useful in predicting health behavior before 
illness. This model proposes that person likelihood of 
engaging in health-related behavior is a function of several 
dimensions. This model proposes that for a person to take 
preventive action against a disease, the person must: 
feel personally susceptible to the disease. 
feel that the disease would have at- least moderately 
serious consequences (perceived severity 
feel that preventive behaviour would be beneficial 
either by preventing the disease or by lessening its 
severity. (perceived benefits). 
that barriers such as pain or embarrassment or expense, 
should not out weigh the perceived benefits of the 
proposed health action in order for preventive health 
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behaviour to occur. 
This model has been used with some success to predict 
the adaption of several different health behaviours, 
including vaccinations and screening for cancer Janz and 
Becker, (1984) . 
It, therefore, seems that for some behaviour at least, 
perceived severity may be less important for preventive 
behaviour than either perceived vulnerability or cost 
benefit considerations. 
Model proposed by Becker and Maiman conceptualizes the 
invidual as an active problem solver, whose behaviour 
reflects an attempt to close a perceived gap between current 
status and a goal or ideal state. Behaviour depends on 
individual's status and the goal state, plans for changing, 
the current state and techniques or rules for assessing 
progress. 
Another Model by Leventhal and Cameron, (1987) defines 
three stages which regulate behaviour. These stages are: 
the cognitive representation of the health threat, 
which include any dimensions such as perceived 
symptoms, potential causes, or possible consequences; 
the action plan or coping stage in which the individual 
formulates and begins a plan of action; 
the appraisal stage in which the Individual utilizes 
specific criteria to gange success of coping actions 
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with perception of insufficient progress leading to 
modifications. 
An attractive feature of this model is that it's focus 
on the individual, and how that single person can operate 
and reflect on his or her operations. This is also, its 
potential weakness; it has not been as generative of 
research and neat questionnaire construction as has the 
health belief model. 
Many variables are involved in health care seeking 
behoviour, some important variables are social,support, age, 
socio-economic status, rural-urban residence and so on, 
However, the present study is only confined to study the 
effect of only three variable age socio-economic status, and 
rural and urban residence.. 
Age is one of the important elements in the 
understanding of the individual status in society. In the 
study of health age indicates bodly strength and weakness. 
Tender and old age generally considered prone to disease as 
they show weaknesses. The age of youth symbolises strength 
and valour, and a young person is not expected to be the 
victim of diseases, according to general perception of 
people. A number of studies have been conducted in which 
age is taken as independent variable. 
Mechanic (1962) in his study found that best predictors 
of children's report of fear of getting hurt and attention 
to pain were the child's age and sex. 
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In an interesting study by Gonda(1962) a fairly large 
relationship was observed between persistent complaints of 
pain and the patient's age, and family background. Both 
older people and those from large families were more likely 
to be persistent complainers. 
Levenson et al (1984) studied student attitudes toward 
health and illness. They found that adolescents attributed 
more importance to their health and showed a better personal 
health status, expressed more worry and concern about their 
personal health and about becoming sick. 
Ihezue (1985) investigated the psycho-social 
characteristics of 142 depressive patients seen for the 
first time at a Nigerian psychiatric hospital. Findings show 
that where as neurotic depression occurred more commonly in 
those aged less than 30 years. Psychotic depression was more 
often seen in those i^ged over 30 yrs. 
Bausell (1986) Compared public and professional 
perceptions of the salutary effects of 17 preventive 
behaviours via telephone interview with 1,254 adults (aged 
18+yr) and 103 individuals in the field of public health ( 
e.g. educators government officials, journals editors) 
Results show that the public rated the majority of the 
behaviour as more important, than professional sample, 
although the exceptions were notable. Not smoking, wearing 
seat belts and drinking in moderation were all considered 
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subtiantially less important by the public in promoting 
health and longevity. 
Gelberg and Linn (1988) studied the social and physical 
health of homeless adults previously treated for mental 
health problems. They surveyed 529 homeless adults to 
determine the relationship between their previous use of 
mental health services and their physical health status, 
utilization of medical services, personal habits affecting 
health, experience of injury and victimization, and 
perceived needs. Ss with a previous psychiatric 
hospitalization were more likely to have experienced serious 
physical symptoms during the previous month than those who 
had used only out patient mental health services or who had 
never used mental health services. They reported more 
reasons for not obtaining needed medical care, were more 
likely to obtain food from garbage cans, and had the least 
adequate personal hygiene. 
Haug et al. (1989) defining self care as treatment for 
a perceived symptom, interviewed 728 Ss aged 45-94 years. 
Self care, rate was calculated as the percentage of 
experienced symptoms. They found self treatment without 
professional advice was slightly higher for persons whose 
symptoms were seen as less serious. Measures of self 
assessed health were related to self care for those less 
severe symptoms while lower faith in doctors as well as 
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health were more closely related to the ailments perceived 
as more serious. 
Honig. et al . (1989) Examined the prevalence and 
significance of physical diseases and health care seeking 
behaviour in 756 chronic psychiatric patients (aged 23-
62yr). Somatic complaints and symptoms were almost in 
variably present in these subjects. Almost three quarters of 
subjects were medically ill. The bulk of physical diseases 
that were detected could easily be handled by a general 
practitioner. 
Farron and McCann (1989) examined relationship between 
hope, mental health and physical health in 76 adults (aged 
60 years) who completed a questionnaire at 2 times, 2 years 
apart. Relationship between the variables examined were best 
explained by a theoretical model of hope that viewed mental 
health as a mediating variable between physical health and 
hope. The model also proposes that social support, personal 
control, and religious beliefs would have a direct impact on 
hope. This model was stable over both time I and 2. Data 
suggest that hope in older adults is maintained through 
multiple path ways. Therefore interventions need to be 
holistic in nature cind directed toward responding to these 
multiple needs. 
Kart and Dunkle (1989) survey with person (aged 55 + 
years ) were used to identify correlates of older persons 
assessments of their capacity to provide self care in 
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positive terms; only 11% assessed their capacity for self-
care as fair or poor. A step wise regression analysis 
revealed that self reported health status, and perceived 
control of health accounted for approximately 15% of the 17% 
of variation explained in the dependent variable. 
Rakowski and Cryan (1990) using data from the (1984). 
Supplement on Aging to the National Health interview. Survey 
in vestigated association among health perception, and 
indices of functional health status in 13,726 persons aged 
55+year. They found greater functional impairment was 
associated with less favorable health perceptions. Although 
efficacy at taking care of health and perceived control over 
health showed lower strengths of association with 
functional impairment, results for subject aged 80+years 
were similar in some ways to those for subject aged 55 - 64 
years. However, there was evidence of stronger negative 
association with increasing functional limitation among Ss 
aged 55 - 64 years. 
Bird and Podmore (1990) examined the understanding of 25 - 5 
and 27, 9 year old children about health and four illnesses. 
Using open ended probed interviews they found that younger 
subjects were more likely to center on their current state 
of health as being completely healthy or ill. While older 
subjects could envisage a state of partial health, less 
centring was found in judgments of future health for both 
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ages. Older subjects were more aware of strategies for 
preventing heart attacks and broken arms, although 33% 
thought there was no way to avoid chicken pox, Most subjects 
gave strategies for avoiding cold as well as for staying 
healthy. Older subjects had greater awareness of objective 
and non observable, physiological signs of some illnesses as 
well as of objective symptoms. Few Ss mentioned non 
observable symptoms of any illness. 
Corney (1990) explored variables associated with 
consultation and help seeking behaviour for minor illness in 
142 female and 52 male low or non attenders and in 62 female 
and 28 male high attendars (aged 20 - 45 years) Attendance 
for both sexes was closely linked to physical illness, and 
the presence of physical symptoms was predictive of more 
frequent consultations but the presence of psycho-social 
problems predicted consultation in females but not in males. 
Females had more confidants and contacted more social 
agencies than males. Physical accessibility and time 
availability did not appear to be related to help seeking 
behaviour in either sex. 
Lindesey (1990) investigated the relationship between 
physical health status and psychiatric disorders in 890 Ss 
(aged 65 years) who participated in the Guy's Age concern 
Survey. 71% of Ss did not report serious physical health 
problems, although the rate of physical health problems 
increased with age with woman aged 75+years reporting higher 
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rates than man in this age group. Increased rates of health 
problems were associated with cognitive impairment, 
depression generalized anxiety and agrophobia. 
Schneider and Guralnik (1990) found in their research 
that the causes and prevention of chronic illnesses are more 
prevalent among the aged. Today's young adults may act 
differently when they are old. However, Schneider and 
Guralnik do not take into account the possibility that young 
adults, health habits and beliefs may predict some of the 
ways they act or behave when 50 years from now they are the 
older adults. 
Worsley (1990) evaluated the importance of 33 aspects 
of health as rated by 677 people in Adelaide. They found 
generally women Ss in older age groups evaluated their 
health more highly than others. Findings suggest that 
health evaluation depend on illness experience and social 
roles. 
The main points found in above studies are: 
1. Adolescents give more importance to their health. 
2. Subjects (patient who were suffering from less serious 
disease were slightly more predisposed toward self 
treatment. 
3. Younger subjects were more likely to center on their 
current state of health while older subjects could 
envisage a state of partial health. 
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4. Less centering was found in judgement of future health 
in both older and younger subject. 
5. Physical health problem increased with age and women 
reported higher number of physical health problems in 
old age as compared to men. 
6. Female contacted the hospital immediately and sought 
health care more quickly in comparison to men. 
It is generally believed that health differs from class 
to class. Those who belongs to upper class have a higher 
life span, less mortality than those who belong to lower 
class. 
Diseases are also subject to economic position and 
status. Certain diseases are common among the people of 
upper class. Similarly we find the incidence of other 
diseases among the people of lower classes for example 
C.H.D. Hypertension Diabetes have high incidence among upper 
class people. Where as other classes have low incidence of 
these diseases. 
Similarly, diseases of skin, eye ear, diarrhorea and 
dysentry have high incidence in other lower classes. Which 
can be ascribed to the poor state of physical environment in 
which they live, families in lower socio-economic status is 
bigger in size while the upper class families are small 
sized. Whereas the utilization of medical-care is concerned. 
Individual in the lower social classes have been found to 
make less use of the hospital facilities, consult the 
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doctors less often, and are less likely to utilize 
preventive health service. 
Cannell (1963) found reporting was significantly poorer 
for low income and low education persons than for high-
income and high education persons. 
Charles (1964) found in his study that lower class 
persons are more likely to be concerned about illness than 
those of higher status, and thus are more likely to report 
conditions they do not have. 
In (1970) A study by center for Health Administration 
Studies of the University of Chicago. It was found that 
those with family income of less than 2000 paid 12.6 percent 
of their total family income, between 2,000 - 4,000 gave 9 
percent of their total income for health services. The 
comparable proportion of income paid for health services by 
those with family incomes of more than 7.500 was 3.5 
percent. Thus, despite large federal programmes such as 
Medic - aid, the cost of medical care are a 
disproportionate burden on the poor. This indicate that the 
use of service is more depend on the income socio economic 
status (SES). 
In a study conducted in (1971) by U.S. National Center 
for Health Statistics, It was found that persons having 
family income of Rs. 3000 per month had the highest visit 
rate per year. This is due mostly to the fast that the 
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lowest income group has a disproportionately large number of 
persons. 
In a study conducted in United Kingdom the patients' 
decision to use care or not was directly related to socio-
economic status. It was found that higher income persons 
utilizing the services of physicians to a greater extent 
than lower income persons. In U.K. the decision to seek 
medical help or not, is totally depend and related with 
socio-economic status especially it was found persons of 
lowers (SES) less likely to utilize medical facilities. 
Aday (1972) finds in her study that the poor continue to use 
fewer services relative to medical need than do those in 
higher Socio - economic circumstances. 
Dulton Diana (1986) used data from a survey of 3058, 
family members (How patient used medical care). It was 
found tha low income practices clientele, and high charges, 
were the most significant deterrent to use medical care, 
whereas distance, limited hours, had disproportionate impact 
on the poor. 
Lindsey et al. (1989) Interviewed 890 people (aged 65 + 
years) living at home in London U.K. They used stractured 
schedule, containing organic brain syndrome, and depression 
scales and items dealing with anxiety symptoms. They found 
cognitive impairment increased exponentially with age, and 
was asociated with lower, occupational class. They did not 
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found significant association between occupational class and 
depression, generalized anxiety or phobic disorder in their 
sample. 
Dubow et al (1990) surveyed between 33% and 50% of the 
1,384 junior and high school students and they found subject 
vv'ith lower socio - economic status (SES) appeared to be at 
higher risk regardless of demographic characteristics. Ss 
were generally unaware of existing professional helping 
agencies and were reluctant to seek help for a variety of 
reasons. 
Poland et al (1990) examined the ecology of health 
service use in 5 communities of Grenada, West Indies, 
through the integration of census, survey and use data sets. 
Bivariate analyses of individual and of house hold health 
service use showed that home environment aspects (physical 
cind behavioral environment, demographics and residential 
mobility) were significantly associated with a variety of 
morbidities. Subsequent logistic modeling confirmed that 
generally speaking age, gender mobility house hold, building 
material, water boiling practices and accessibility were 
most significantly associated with the use measures 
examined. Both an etiological and a socio economic link were 
postulated to underline the observed relationship. 
Worsley (1990) evaluated the importance of 33 aspects 
of health as rated by 677 people they conducted survey in 
Adelaide, South Australia,Principal factor analysis 
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suggested that Ss evaluations could be represented along 4 
dimensions to do with avoidance of illness, healthy feeling, 
healthy lifestyle and disease prevention activities. 
Generally it was found that the women subjects of lower 
socio-economic status and education, evaluated their health 
more highly than others. Findings suggest that health 
evaluation depend on illness, health, education, mass 
communication, and medical practice. 
In a recent large study in Italy Hospital Massachussets 
conducted by Vines and Magnio in (1993), it was found that 
patient with lov7est income group and lowest educational 
level had an increased relative risk of delay in securing 
hospital care for a number of medical or surgical 
conditions. 
Another study was conducted by Joshi et al. in Meerut 
(1993) they found in their study that prevalence of the 
Endemic Goitre is more in lower socio economic status 
groups. The prevalence of Goitre increases with the 
decrease in the socio - economic status. 
The main points to be found in above studies are given 
below. 
1. Health seeking behaviour differed according to subjects 
socio-economic status. 
2. Subjects of lower socio-economic status are appeared to 
be at higher risk. 
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i. Subjects of lower socio-economic status evaluated their 
health more highly than others. 
4. Lower class persons are more likely to be concerned 
about their illness than those of higher status. 
5. Reporting was significantly poorer for low income 
persons in comparison to high income persons. 
6. Poor class seek fewer medical help in comparison to 
other class (Middle upper class). 
7. oor class persons delay in approaching to hospital 
than Middle and Upper class. 
8. The disease rate increases with the decrease of socio-
economic status. 
It can be seen that Rural people are much inclined 
towards magico - religious and supernatural causes of 
disease. Where as most of the Urban people regard such 
causes of disease unusual and primitive and their method of 
treatment as irrational and non-scientific. Generally Rural 
people hesitate to consult the modern physician because in 
their opinion the physician do not understand their feelings 
and thus cannot treat their diseases. The modern physicians 
according to the people have no cure. If we compared Urban 
people to Rural people we find that Urban People are to some 
€jxtent aware of the cause and treatment of the diseases. 
They are also the more frequent visitor to the health centre 
than the Rural people. Rural area patient are more inclined 
toward the traditional view of diseases and their treatment, 
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while an Urban area patient do not manifest traditional view 
and as such by and large they prcutice modern way of 
treatment. 
Sharpiro and Ross (1984) describes Rural-Urban 
differences in health care utilization between 1971 and 
1977, using a sub sample of 3,628 elderly subjects (aged 65 
years and older from the Manitoba longitudinal study of 
aging (Mossey et al. , 1981) Result Show that despite 
disparities in income and in the distribution of physician 
resources the volume and pattern of ambulatory care use by 
rural and urban elderly did not differ greatly. On the 
other hand they found higher hospital admission rate was 
consistently greater among Rural than Urban Ss. The 
variation in hospital utilization persisted when health 
status and other variable were taken into account, 
suggesting at least 3 possible explanation: Rural poverty 
may make home care a less viable option and / or may 
contribute to limited social support; travel distances and 
transportation problems may encourage inpatient treatment; 
and the greater availability of hospital beds and their low 
occupancy may encourage admissions. 
Ojha (1986) studied the attitudes of 300 Rural and 200 
Urban male subjects in India about hospitals medicine and 
the causes and treatment of major common illness, such as 
tuberculosis epilepsy, small pox, typhoid and dysentry. Two 
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attitude scales and a belief questionnaire were prepared for 
subjects from Urban and Rural areas and high and low castes. 
For Rural subjects God was the most important cause of 
disease. Malnutrition and dirty environment were 
acknowledged as important factors in causing dysentry, but 
germ theory was not much accepted by urban or rural 
subjects. A positive attitude toward medical treatment was 
usual but less likely for small pox and typhoid. Attitude 
toward hospitals were not so positive. Ss were not averse to 
"modern" beliefs if these had been adequately communicated. 
Venugopal and Chandrasekaran (1987) studied 822 
psychiatric patients; 187 persons classified as depressive 
neurotics were evaluated demographically and clinically. 
More subjects were from Rural than Urban areas and there wee 
more married females than males. The prevalence of 
depressive neurosis was highest in the age range of 20-29 
years male and 30-39 years females. There were more 
illeterates among the females than the males. Males had 
more psychological symptoms than females, but there were no 
significent sex differences in somatic or neurogetative 
symptoms. 
Swartz et al. (1989) did Rural/Urban comparision in 
psychosomatics. They found in their study that somatization 
is associated with Rural residence, less education, lower 
socio-economic class and perticular ethnicities. It was also 
found that somatization was associated with age variation 
39 
between 45-64 years and being sperated and divorced of less 
educated. 
Gift and Zastowny (1990) hypothesized that the 
differences in mental health services use between males and 
females would be more pronounced in Rural than in Non-Rural 
areas. They collected data of 255 Rural and 462 Non-Rural 
clients at a community mental health center. They found 
that for treated incidence the ratio of males to females was 
significantly lower in a rural than in a Non-Rural setting. 
The main points found in above studies are given below. 
1. Higher hospital admission rate was consistently greater 
among Rural than Urban. 
2. In Rural subjects God was the most important cause of 
disease. 
3. Male had more psychological symptoms than females in 
both areas. 
4. In Rural area women health belief, social support 
adequate health insurance are all positively associated 
with adequate health care. 
5. Somatization is associated with rural residence, less 
education, and lower socio-economic class. 
6. In the use of mental health service the ratio of male 
to females was significantly lower in Rural than in 
Non-Rural setting. 
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CHAPTER III 
METHODOLOGY 
The purpose of the present study was to determine the 
fact that the person who regards himself to be sick may seek 
immediate remedial measures to prevent further deterioration 
of his or her health, or avoid seeking care. In order to 
test the hypotheses formulated in the present study the 
relevant data were collected employing sample and, 
instruments were discribed below. 
Tools:-
The Questionnaire used in the present study was devised 
according to Barker (1953) Becker and Maiman (1975) models 
of medical care seeking. Barker identified five positive and 
five negative forces which operate on the person who is in 
conflict over the need to seek medical care. These forces 
are. 
i. (S) generated by pain and discomfort, 
ii. (RH) generated by anticipation of returning to health, 
iii. (H) Person concept of himself as a healthy person. 
iv. (I) generated by anticipation of possible illness. 
V. (DT) generated by the aspect of diagnosis and treatment, 
Becker and Maiman (1975) proposed that a person's 
likelihood of engaging in health-related behaviour is a 
function of several dimensions: 
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i. (PS) Perceived Susceptibility - The person feel 
personally susceptible to the disease, 
ii. (PS) Perceived severity: feel that the disease would 
have at least moderately serious consequences, 
iii. (PB) Perceived Benefits: feel that preventing behaviour 
would be beneficial either by preventing the disease or 
by lessening its severity, 
iv. (BET) Barrier expenses and trouble: barriers such as 
pain or embarrassment or expense should not outweigh 
the perceived benefits of the proposed health action in 
order to preventive health behaviour to occur. 
Based on the above models a questionnaire in Hindi was 
prepared with 57 questions, This was necessary because it 
would be easier for the subjects to understand the questions 
especially the member of rural and low income status groups, 
a majority of whom could not understand English at all. 
Sample: 
Sample comprised of 200 subjects with a 100 patients 
from rural areas around Aligarh and 100 patients who belong 
to Aligarh city and other districts. These patients were 
admitted in the medicine ward of J.N. Medical College 
Aligarh. The age range of subjects was 18 to 68 +, The 
subjects were subsequently divided into five categories on 
the basis of their age (19-28, 29-38, 39-48, 49-58, 59-68) 
(ii) into four categories on the basis of socio-economic 
status (V. Poor. Poor, Middle, and Upper Middle). 
42 
Proceduce :-
The data for the present study was collected 
individually. Before administering the questionnaire 
rapport was formed with the subjects by means of 
conversation. The interviewer approached the subjects one 
by one. The subjects were told that the study was being 
conducted to see whether a person who is suffering from a 
particular disease will directly approach to the hospital 
or, do self treatment, consult their neighbour, or avoid 
seeking medical help. The interviewer read out the 
cpaestions one by one and requested the subject to respond 
each question freely, without any hesitation whatsoever. 
Subject was re-assured that his or her responses would be 
kept confidential. 
Statistical Analysis:-
For scoring items representing approach and avoidance 
vectors envisaged by to Barker Model, 1 or 0 score was given 
to each response depending upon, whether the response 
indicated movement in the direction of medical care, or away 
from it. The items representing Becker and Maiman Model 
were assigned to high and low categories. (H) was given if 
response expressing positive disposition toward health care, 
(L) indicating negative response toward health care. Only 
responses indicating approach for health care were counted. 
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As the number of items representing different approach 
and avoidance factors was not equal, intergroup comparison 
was done in terms of frequency of item endorsement converted 
into percentage. The significance of differenc between two 
precentages was determined, by finding critical ratio (CR) 
for difference in tv/o percentages to be compared. 
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CHAPTER IV 
RESULTS 
The purpose of the present study, as described in 
Chapter I was to study demographic and psychological factors 
related to health care seeking. The three demographic 
variables considered in the study are Age. S.E.S. and 
residence (Rural and Urban) area. The psychological 
variables are those suggested by health care Models of 
Barker (1953) Becker and Maiman (1975). The relationship of 
each one of the the demographic variable with each one of 
the approach - avoidance factor is studied and the results 
are presented in the following tables arranged in the same 
order as hypotheses are stated in the first chapter. 
Table 1: Indicating differences between different age groups 
of patient with respect to Barker's S factor. 
Frequency CRs for comparison 
Age. Group % 19-28 29-38 39-48 49-58 59-68 
19-28 App 87.5 
Avoi 12 .5 
1.70 
1.70 
1.70 
1.70 
1.43 
1.43 
0.35 
0.35 
29-38 App 97.5 
Avoi 2 .5 
0 
0 
2.92** 1.38 
2.92** 1.38 
39-48 App 97.5 
Avoi 2 .5 
2.92** 1.38 
2.92** 1.38 
49-58 App 75 
Avoi 25 
1.76 
1.76 
59-68 App. 90 
Avoi 10 
P^ < .01 
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Table 1 shows the frequency of approach - avoidance 
tendencies generated by pain and discomfort (S.). The age 
group 49-58 differed from two other age groups 29-38 and 39-
48 at .01 level with respect to approach - avoidance 
tendency produced by pain and discomfort. It is found that 
approach tendency (S + ) is more dominant in 29-38 and 39-48 
age group than it is in 49-58 group. The avoidance tenancy 
is weaker in younger group than in the older group. 
Table la: Indicating differences between different age 
grroups of patient with respect to Barker's RH factor. 
Age. Group 
19-28 
29-38 
39-48 
49-58 
59-68 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
Frequency 
% 19-28 
77.5 
22.5 
85 
15 
77.5 
22.5 
92.5 
7.5 
87.5 
12.5 
CRs for 
29-38 
0 
0 
.86 
.86 
39-48 
0 
0 
0.86 
0.86 
comparasion 
49-58 
1.87 
1.87 
1.06 
1.06 
1.88 
1.88 
59-68 
1.17 
1.17 
0.32 
0.32 
1.17 
1.17 
0.74 
0.74 
Table la gives the frequency of approach - avoidance 
tendency, generated by the factor anticipation of returning 
to health (RH). The results indicate that no significant 
difference was found between the approach and the avoidance 
tendencies in all five age ranges with respect to the RH 
factor. 
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Table lb Indicating differences between different age 
groups of patient with respect to Barker's H factor. 
Age. Group 
19-28 
29-38 
39-48 
49-58 
59-68 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
Frequency 
0, 
0 
27.5 
72.5 
32.5 
67.5 
32.5 
67.5 
32.5 
67.5 
40 
60 
19--28 
CRs 
29-38 
0 
0 
.48 
.48 
for comparison 
39-48 
0.48 
0.48 
0 
0 
49-58 
0.48 
0.48 
0 
0 
0 
0 
59-68 
1.19 
1.19 
0.70 
0.70 
0.70 
0.70 
0.70 
0.70 
Table lb shows the frequency of approach - avoidance 
tendencies generated by a person concept of him self as a 
healthy person (H) The result shows no significant 
difference between all the five age groups with respect to 
this approach and avoidance factor. This indicates that 
Individuals of all the age groups do not differ 
significantly in their concepts of themselves as a healthy 
individual. 
47 
Table Ic Indicating differences between different age 
groups of patient with respect to Barker's I factor. 
Frequency CRs for comparison 
Age. Group % 19-28 29-38 39-48 49-58 59-68 
19-28 App 85 0.32 0.67 0.86 1.36 
Avoi 15 0.32 0.67 0.86 1.36 
29-38 App 87.5 0.35 1.17 1.67 
Avoi 12.5 0.35 1.17 1.67 
39-48 App 90 1.51 2.006* 
Avoi 10 1.51 2.006* 
49-58 App 77.5 0.516 
Avoi 22.5 0.516 
59-68 App 72.5 
Avoi 27.5 
* P <.05 
Table Ic: shows the frequency of approach - avoidance 
tendencies produced by the factor anticipation of possible 
illness (I) The age group 59-68 differed from age group 39-
48 (2.006) at 05 level with respect to I factor of approach 
avoidance this indicates that approach tendency is more 
dominant in 39-48 age group, than it is in 59-68 group. 
Whereas avoidance tendency is weaker in younger group than 
in older group. In other comparison of age groups no 
significant difference was found. 
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Table Id Indicating differences between different age 
groups of patient with respect to Barker's DT factor. 
Frequency CRs for comparison 
Age. Group % 19-28 29-38 39-48 49-58 59-68 
19-28 App 82.5 0.82 1.31 1.54 2.88** 
Avoi 17.5 0.82 1.31 1.54 2.88** 
29-38 App 75 0.50 0.74 2.10* 
Avoi 25 0.50 0.74 2.10* 
39-48 App 70 0.24 1.62 
Avoi 30 0.24 1.62 
49-58 App 67.5 1.37 
Avoi 32.5 1.37 
59-68 App 52.5 
Avoi 4 7.5 
** P < .01 
* P < .05 
Table Id shows the frequency of approach avoidance 
tendencies regarding diagnosis and treatment (DT) . The 
results indicates that age group 59-68 differed from two 
other age groups 19-28 (2.88) at .01 level and 29-38 (2.10) 
at .05 level with respect to (DT) factor. This shows that 
approach tendency (DT) is more higher or dominant in both 
age groups than it is in 59-68. The tendency to avoid 
diagnosis and treatment is weaker in the younger age group 
(19-28, 29-38), than in older ones. The other age groups 
did not show any significant difference with respect to (DT) 
factor. 
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Table 2 Indicating differences between different age groups 
of patient with respect to Barker's S factor. 
S.E.S 
V.Poor 
Poor 
Middle 
Upp. 
Middle 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
Frequency 
% V. 
95.12 
4.878 
82.05 
17.94 
89.53 
10.46 
91.17 
8.823 
Poor 
CRs 
Poor 
1 
1 
.868 
.868 
for compa 
Middle 
1.047 
1.047 
1.163 
1.164 
rison 
Upp.Middle 
0.687 
0.687 
1.141 
1.141 
0.269 
0.269 
Table II shows the frequency of approach - avoidance 
tendencies generated by pain and discomfort (S) The result 
indicates that there is no significant difference between 
any of the four levels of S.E.S with respect to the S 
factor. 
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Table 2a Indicating differences between different age groups 
of patient with respect to Barker's RH factor. 
S . E . S 
V.Poor 
Poor 
Middle 
Upp. 
Middle 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
Frequency 
% V. 
87.8 
12.19 
87.17 
12.82 
81.39 
18.60 
82.35 
17.64 
Poor 
CRs 
Poor 
0 
0 
.086 
.086 
for comparison 
Middle 
0.909 
0.909 
0.803 
0.803 
Upp.Middle 
0.668 
0.668 
0.579 
0.579 
0.122 
0.122 
Table 2a shows the frequency of approach - avoidance 
tendencies generated by the factor Anticipation of returning 
to health (RH) The result shows no significant difference 
between any of the four level of S.E.S V. Poor, Poor, 
Middle, Upper Middle with respect to RH factor. 
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Table 2b Indicating differences between different age groups 
of patient with respect to Barker's H factor. 
S.E.S 
V.Poor 
Poor 
Middle 
Upp. 
Middle 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
Frequency 
% V. 
36.58 
63.41 
35.89 
64.10 
29.06 
70.93 
35.29 
64.70 
CRs 
Poor Poor 
0, 
0, 
.064 
.064 
for comparison 
Middle 
0.853 
0.853 
0.766 
0.766 
Upp. Middl 
0.116 
0.116 
0.053 
0.053 
0.666 
0.666 
Table 2b shows the frequency of approach avoidance 
tendencies generated by the person concept of himself as a 
healthy person (H) The result indicates that there is no 
significant difference between V.Poor, Poor, Middle and 
Upper Middle of S.E.S. with respect to H factor. 
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Table 2c Indicating differences between different age groups 
of patient with respect to Barker's I factor. 
Frequency CRs for comparison 
S.E.S % V. Poor Poor Middle Upp. Middle 
V.Poor App 85.36 0.699 0.398 0.356 
Avoi 14.63 0.699 0.398 0.356 
Poor 
Middle 
Upp. 
Middle 
App 
Avoi 
App 
Avoi 
App 
Avoi 
79.48 
20.51 
82.55 
17.44 
82.35 
17.64 
0.411 
0.411 
0.313 
0.313 
0.025 
0.025 
Table 2c shows the frequency of approach - avoidance 
tendencies generated by the factor. Anticipation of 
possible illness (I) The result shows no significant 
difference between any of the four levels of S.E.S. that is 
V. Poor, Poor, Middle and Upp. Middle. 
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Table 2d Indicating differences between different age groups 
of patient with respect to Barker's DT factor. 
S . E . S 
V.Poor 
Poor 
Middle 
Upp. 
Middle 
App 
Avoi 
App 
Avoi 
App 
Avoi 
App 
Avoi 
Frequency 
% V. 
68.29 
31.70 
64.10 
35.89 
73.25 
26.74 
67.64 
32.35 
Poor 
CRs 
Poor 
0 
0 
.400 
.400 
for comparison 
Middle 
0.579 
0.580 
1.042 
1.042 
Upp. Middl 
0.060 
0.060 
0.321 
0.321 
0.614 
0.614 
Table 2d shows frequency of approach - avoidance 
tendencies regarding diagnosis and treatment (DT) The 
result indicate no significant difference between any of the 
four levels of S.E.S. with respect to DT factor. 
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Table 3a Shows Approach behaviour of patients of Urban and 
Rural area with respect to five factors of Barker's model. 
App fact 
Urban 
F^ ural 
CR. 
S 
90% 
89% 
0.23 
RH 
84% 
84% 
0 
H 
27% 
39% 
1.80 
I 
81% 
84% 
0.558 
DT 
79% 
60% 
2.918** 
** p < .01 
Table 3a shows frequency of approach tendency in Urban 
and Rural area. The result indicates that regarding 
diagnosis and treatment, (DT) factor significant difference 
CR (2.918) at .01 level is found between urban and rural 
area. This shows people of urban area approach to hospital 
more than people of rural area. The result also shows no 
significant difference with respect to the rest of the four 
factors of Egtrker's model. 
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T,able 3b Shows Avoidane behaviour of patients of Urban and 
Rural area with respect to five factors of Barker's model. 
Avoi factor 
Urban 
Rural 
CR. 
S 
10% 
11% 
0.23 
RH 
16% 
16% 
0 
H 
73% 
61% 
1.80 
I 
19% 
16% 
0.558 
DT 
21% 
40% 
2.918** 
** p < .01 
Table 3b shows frequency of aviodance tendency in Urban 
and Rural area. The result indicates that regarding 
diagnosis and treatment (DT) factor significant (-) 
difference CR (-2.918) at .01 level is found which indicates 
people of Rural area avoid medical care more than people of 
Urban area. The result also shows absence of significant 
difference between ^rban and Rural groups with respect to 
other factors S, RH, H, and I. 
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Table 4 CR Values for Comparison of Approach Avoidance 
Tendencies within age groups. 
Age 
19-28 
29-38 
39-48 
49-58 
59-68 
S/S 
6.75** 
8.55** 
8.55** 
4.50** 
4.50** 
RH/RH 
4.95** 
6.30** 
4.95** 
7.65** 
6.75** 
H/H 
-4.05** 
-3.15** 
-3.15** 
-3.15** 
-1.80 
I/I 
6.30** 
6.75** 
7.20** 
4.95** 
4.05** 
DT/DT 
5.85** 
4.50** 
3.60** 
3.15** 
0.45 
** p < .01 
Table 4 shows the comparison between approach and 
eivoidance tendencies within different (5) age groups on the 
10 factors of Barker Model. It can be seen that S. RH. I. 
factor Rural significant positive within all five age 
groups. This indicating that majority of the patients who 
come to the hospital were approach oriented on S. RH. and I 
factor. The table gives the values of CR? for the difference 
in percentage of approach and avoidance tendencies. The 
positive sign of CR indicates that approach tendency is more 
prevalent than avoidance tendency. 
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Table 4a CR Values for Comparison of Approach Avoidance 
Tendencies within Socio-economic groups. 
S . E . S 
V.Poor 
Poor 
Middle 
Upper Middle 
S/S 
8.27** 
5.77** 
11.1** 
6.83** 
RH/RH 
6.93** 
6.99** 
8.88** 
5.37** 
H/H 
-2 .46** 
-2.54** 
-5.92** 
-2 .44** 
I/I 
6.48** 
5.31** 
9.20** 
5.38** 
DT/DT 
3.35** 
2.54** 
6.57** 
2.93** 
** p < .01 
Table 4a shows the comparison between approach and 
avoidance factors with respect to different socio-economic 
status. It can be seen that S. RH. I, and DT, factors reveal 
significant positive difference on all four levels of S.E.S, 
this indicating that majority of the subjects who were 
approach oriented come to hospital for treatment in 
anticipation of being cured. The result also shows that 
there was a significant (-) negative difference between 
avoidance and approach aspects on the H factor for all 
S.E.S. group. 
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Table 4b CR Values for Within Group Conparison of Approach-
Avoidance Tendencies in the Urban patients. 
S-S RH-RH H-H I-1 DT-DT 
11.0** 9.61** -6.50** 8.76** 8.20** 
** p < .01 
Table 4b shows the comparison between approach-
avoidance tendencies with respect to patient from urban 
areas on the 10 factors of Barker Model. The result shows 
that for the S, RH, I, DT, factor approach tendencies are 
more prevalent. The result also indicates significant (-) 
negative difference in favour of greater percentage of 
tendency with respect to H factor. This shows the 
individual who regard themselves as healthy avoid medical 
treatment. 
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Table 4c CR Values for Within Group Comparison of Approach-
Avoidance Tendencies in the Rural patients. 
s-s 
1 1 . 0 * * 
RH-RH 
9 . 6 1 * * 
H-H 
- 3 . 1 1 * * 
I - I 
9 . 6 1 * * 
DT-DT 
2 . 8 2 * * 
** p < .01 
Table 4c shows the comparison between approach and 
avoidance behaviour with respect to rural area on the 10 
factor of Barkers Model. It can be seen that for the S. RH, 
I, DT factors approach aspect is more prevalent. The 
significant negative difference between avoidance and 
approach aspect is found for H factor. 
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Table 5 Shows the difference between five age groups of 
patient with respect to Perceived Susceptibility (P.S) 
Age. Group 
19-28 
29-38 
39-48 
49-58 
59-68 
Frequency 
% 
9.166 
13.33 
9.166 
6.666 
7.5 
19-28 
CRs for comparison 
29-38 39-48 49-58 
0.58 0 0.414 
0.58 0.99 
0.41 
59-68 
0.26 
0.85 
0.26 
0.14 
Table 5 shows the frequency of first dimension of 
Becker's and Maiman Model perceived susceptibility to the 
disease (PS) the result indicates that there is no 
significant difference between any of the five age groups 
V7ith respect to this dimension. 
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Table 5a Shows the difference between five age groups of 
patient with respect to Serious consequences (SO 
Age. Group 
19-28 
29-38 
39-48 
49-58 
59.68 
Frequency 
0, 
0 
24.16 
22.5 
20 
15 
25.83 
19-28 
CRs for comparison 
29-38 39-48 49-58 
0.17 0.44 1.03 
0.27 0.86 
0.58 
59-68 
0.17 
0.34 
0.62 
1.20 
Table 5a shows the frequency of second dimension of 
Becker's and Maiman Model that is serious consequences to 
the disease (SC) The results indicate that no significant 
difference between any of the five age groups with respect 
to B.C. 
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Table 5b Shows the difference between five age group of 
patient with respect to perceived benefits (PB) . 
Age. Group 
19-28 
29-38 
39-48 
49-58 
59.68 
Frequency 
o 
40 
41.25 
42.5 
45 
46.25 
19-28 
CRs for comparison 
29-38 39-48 49-58 
0.11 0.22 0.45 
0.11 0.33 
0.22 
59-68 
0.56 
0.45 
0.33 
0.11 
Table 5b shows frequency of third dimension of Becker 
and Maiman Model Perceived Benefits (P.B). The result 
indicates no significant difference between any of the five 
ranges with respect to this dimension P.B. 
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Table 5c Shows the difference between five age groups 
of patient with respect to Barrier expenses trouble (B.E.T.) 
Age. Group 
19-28 
29-38 
39-48 
49-58 
59.68 
Frequency 
0 
12.5 
8.33 
10 
14.16 
16.66 
19-28 
CRs for comparison 
29-38 39-48 49-58 
0.61 0.35 0.218 
0.25 0.82 
0.57 
59-68 
0.52 
1.12 
0.87 
0.30 
Table 5c shows frequency of fourth dimension of Becker 
and Maiman Model Barrier expenses and trouble (B/E/T) The 
result shows that there is no significant difference between 
any of the five age groups that is 19.28, 29-38, 39-48, 49-
58, 59-68 with respect to Barrier / Expenses / and trouble. 
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T£Lble 6 Shows the difference between d i f ferent l eve l of 
S.E.S with r e spec t t o Perceived s u s c e p t i b i l i t y t o the 
disease (PS) 
S.E.S 
V.Poor 
Poor 
Middle 
Upp. Mi .ddle 
Frequency 
g, 
0 
10.56 
9.401 
8.139 
9.803 
V. Poor 
CRs for comparison 
Poor Middle 
0.17 0.44 
0.23 
Upp. Middl 
0.10 
0.05 
0.29 
Table 6 shows frequency of perceived s u s c e p t i b i l i t y to 
the d i sease (PS) the r e s u l t i n d i c a t e s no s i g n i f i c a n t 
difference between any of the four levels of S.E.S with 
respect to (PS) 
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Tiible 6a Shows the difference between different level of 
S.E.S with respect to serious consequences (SC) 
Frequency CRs for comparison 
S.E.S % V. Poor Poor Middle Upp. Middle 
V.Poor 24.39 0.32 0.59 0.29 
Poor 21.36 0.20 0.02 
Middle 19.76 0.22 
Upp. Middle 21.56 
Table 6a shows the frequency of second dimension of 
Becker's and Maiman Model that is serious consequences to 
the disease (SC). The result indicates that with respect to 
serious consequences no significant difference was found 
between any four level of S.E.S i.e. V.Poor, Poor, Middle, 
Upp. Middle. 
\ 
\ 
\ 
\ 
\ 
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Table 6b Shows the difference between different level of 
S.E.S with respect to Perceived Benefits (PB) 
S.E.S 
V,. Poor 
Poor 
Middle 
Upp. Middle 
Frequency 
% V. 
40.24 
39.74 
45.34 
41.17 
Poor 
CRs 
Poor 
0.046 
for compa 
Middle 
0.541 
0.58 
rison 
Upp. Middle 
0.082 
0.12 
0.414 
Table 6b shows frequency of the third dimension of 
Becker and Maiman Model, Perceived Benefits (P.B). The 
result Indicates that there is no significant difference 
between any of the four levels of S.E.S. V.Poor, Poor, 
Middle and Upp. Middle. 
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TaJble 6c Shows the difference between different level of 
S.E.S with respect to Barrier/expenses/troiible (BET) 
S.E.S 
V.Poor 
Poor 
Middle 
Upp. Middle 
Frequency 
0, 
0 
22.76 
8.547 
9.689 
10.78 
V. Poor 
CRs for comparison 
Poor Middle 
1.75 1.99* 
0.20 
Upp. Middle 
1.37 
0.32 
1.091 
* P < .05 
Table 6c shows frequency of the fourth dimension of 
Becker and Maiman's Model with respect to Barrier, expenses 
and trouble B/E/T. The result indicates significant 
difference of (1.99) at 05 level which shows middle class 
differ from V.Poor class. It shows middle class people 
approach to hospital immediately. They have no Barrier 
expenses and trouble B/E/T in seeking medical care in 
comprison to v poor class. The remanining result indicates 
no significant difference between the rest of the levels of 
S.E.S. i.e. Poor, Upp. Middle. 
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Table 7 Coininparison of Rural and Urban patients in respect 
Becker's four dimension. 
Urban 
Rural 
CR. 
Perceived 
Susceptibil 
24% 
31% 
-1.108 
ity 
S.Consequencs 
59% 
70% 
-1.625 
P.Benefits 
92% 
80% 
2 .455* 
B/E/T 
30% 
44% 
-2.050* 
** p < .05 
Table shows the frequency of Urban and Rural area with 
respect to four dimensions of Becker and Maiman Model. The 
result indicates significant difference CR 2.455 at .05 
level in comparison between Urban and Rural area with 
respect to perceived benefits (P.B.). This shows people of 
urban area have a tendency to approach hospital in seeking 
care more than people of rural area. The result also shows 
significant (-) negative difference of (2.050) at 05 level 
with respect to Barrier Expenses and trouble (B/E/T) This 
shows people of rural area avoid medical care more than 
people of urban area. The rest of the result shows no 
significant difference with respect to perceived 
susceptibility (PS) serious consequences (SC). 
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SUMMARY 
A comprehensive summary of the findings obtained in 
present study is as follows 
In the present study (Inter group comparison and within 
group comparisons were made to find differences among age 
group, ses. groups and Rural and Urban areas in the light of 
two Models. 
(1) Barker Model (1953) 
(2) Becker and Maiman Model (1975) 
With respect to Barker Model (1953) 
(Inter group comparison) 
AGE- The significant difference was found on S, I, DT, 
factor. On these factors older age group differed from 
younger ones this indicate that approach tendency is more 
dominant in younger people where as older people avoid 
medical care. In other comparisons no significant 
difference was found between age groups with respect to RH. 
and H factor. 
S.E.S - This variable shows no significant difference 
between any of the four levels of S.E.S i.e. V.Poor, Poor, 
Middle and Upper Middle. 
URBAN/RDRAL AREA- The findings indicate that people of Urban 
area approach to hospital more than people of rural area. 
Whereas no significant difference was found between the rest 
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of four factors i.e., S, RH, H, I. 
With respect to Barker Model 
(Within group Comparison) 
AGE: With in group comparison it can be seen that Si, RH, I, 
factor shows significant difference on all five age groups 
where as insignificant difference is found. Only in age 
group 59-68 with respect of H and DT factor. 
S.E.S - S, RH, I, and DT factor reveals significant ( + ) 
positive difference on all four levels of S.E.S whereas, 
significant negative difference was found on H factor for 
all S.E.S. level/group. 
URBAN/RURAL AREA - The comparison between approach and 
avoidance behaviour with respect of Urban and Rural area. 
The result shows that S, RH, I, DT, factors reveal 
significant positive difference on both areas R/U. Whereas 
the result also indicates significant (-) negative 
difference between avoidance and approach aspect on the H 
factor. 
Becker and Maiman Model 1975 
Inter group comparisons 
AGE - No sigificant difference was found between any of the 
five age ranges i.e. (19-28, 29-38, 39-48, 49-58, 59-68) 
with respect of Beckers four dimension (PS, SC, PB, BET) 
S.E.S - With respect to this variable significant difference 
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was found between V. Poor and Middle class people on 
Becker's fourth dimension. That is (B/E/T) barrier expenses 
and trouble whereas the other dimension PS. SC. PB. no 
significant difference was found. 
URBAN/RURAL - With respect of Becker's four dimension the 
result indicates significant positive (+) difference in 
comparison between Urban and Rural area on (PB) perceived 
benefits, the result also indicates significant negative (-) 
difference with respect to (B/E/T) Barrier expenses and 
trouble whereas no significant difference was found with 
respect to (PS) and (SC) . 
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CHAPTER V 
DISCUSSION 
The present study was an attempt to find the 
association of demographic variables age, socio-economic 
status and residence (U/R) area, with health care seeking 
behaviour. An Important aspect of health care seeking 
behaviour is time taken by a person in approaching to 
hospital, whether a person belongs to Urban area or Rural 
area. Generally It can be seen that a person who recognizes 
same pain and discomfort or other sign of organic 
malfunction may differ from another person having much of 
the same symptom, in time taken, to seek medical help. 
Two Models of Approach-Avoidance of care seeking 
proposed by Barker (1953) Becker and Maiman (1975) have 
identified a number of factors which makes a patient to 
approach or avoid, seeking medical help. The present study 
has been undertaken to determine the relevance of factors 
identified by the two health care models and certain 
demographic variables in approaching to hospital. The 
present study is limited to the patient admitted in medicine 
ward of J.N. Medical College Aligarh for various diseases 
such as T.B. M.I. Rheumatic fever , Cirhosis etc. This 
study would enable us to test the following hypotheses. 
1. Patients belonging to different age group will differ 
in respect of factors proposed by Barker Model. 
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2. Patients belonging to different socio-economic status 
will differ in respect of factors proposed by Barker 
Model. 
3. Patients belonging to Urban area will differ from Rural 
area in respect of factors proposed by Barker Model. 
4. For each specified age range of patients difference 
will be observed in positive and negative vectors. 
5. For each socio-economic level difference will be 
observed in approach -- avoidance vectors of patients. 
6. Patients belonging to Urban area will differ in 
positive and negative vectors of health care seeking 
suggested by Barker's Model. 
7. Patients belonging to Rural area will differ in 
positive and negative vectors of health care seeking 
with respect of Barker's Model. 
8. Patients belonging to different age groups will differ 
in respect of dimensions proposed by Becker and Maiman 
Model. 
9. Patients belonging to different socio-economic status 
will differ in respect of dimensions proposed by Becker 
and Maiman Model. 
10. Patients belonging to Urban area will differ from Rural 
area with respect of dimensions proposed by Becker and 
Maiman Model. 
The first three hypotheses (no 1 to 3) were about the 
different age group of patients, socio-economic status of 
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patient resisdence Rural/Urban area of patients. 
Considering the hypothesis no 1 the result shows significant 
difference on the approach vector s, generated by pain and 
discomfort I, anticipation of possible illness and diagnosis 
and treatment (DT). No significant difference was found 
between different age groups with respect to anticipation of 
returning to health (RH), and factor H, person concept of 
himself as a healthy person. The significant difference on 
S, I and DT factor reveals that people of older age groups 
differed from people of younger ones. A younger person 
approach to hospital for immediate relief and wants to know 
about the illness from which he is suffering. Whereas older 
people avoid hospitalization. This shows younger people are 
more conscious about their health whereas older people takes 
time in seeking care, they are least bothered about their 
health, they takes their health lightly (taken for granted) 
patients belonging to different age groups only differ in 
respect of Barker's two factor i.e. (RH) , and (H) , this 
shows people of all age groups are interested in returning 
to health (RH). Regarding K, factor person status as a 
concept about healthy person in respect of both age has 
same. 
Above all the findings support the Barker Model with 
respect of three factor that is S,I, and DT. This shows 
patient approach to hospital generated by pain and 
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discomfort and anticipation of possible illness despite his 
hope for health, his past experiences about the disease and 
treatment. If his past experience was good so he will 
definitely approach to hospital, without any delay. 
The findings support he study by Levenson et al . , 
(1984) . They found in their study that adolescent are more 
concern to their health they expressed more worry about 
their health in comparison to older people. 
Considering the hypothesis no. 2. The result shows no 
significant difference between any of the four levels of 
socio-economic status i.e. v.poor, poor, middle, and upper 
middle with respect of Barker Model. This shows all the 
five factor (S) generated by pain and discomfort (RH) 
anticipation of returning to health (H) Person concept of 
himself as a health person (I) anticipation of possible 
illness did not have any effect on persons socio-economic 
status i.e., V.Poor, Poor, Middle and Upper Middle, 
Generally. It's generally between of people that, peoples of 
lower socio-socio-economic status will not immediately 
approach to hospital because they do not have money to bear 
hospital expenses but the result here are quite amazing. Now 
days people are much aware of their health whether they 
belongs to poor class and upper class. The result 
contraduct the finding of Dtijjow et al., In their study they 
found that subject of lower socio-economic status were 
reluctant to seek medical help. 
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Thus, willingness to use medical facilities depends not 
only on economic favor, but also on various aspect of 
illness, attitudes and behaviour including health knowledge, 
attitude toward illness and health agencies. 
As far as hypothesis non 3. is concerned, the result 
indicates significant difference regarding DT factor i.e. 
diagnosis and treatment and insignificant difference with 
respect of the rest of the factors i.e anticipation of 
returning to health (RH) vector, generated by pain and 
discomfort (S), anticipation of possible illness (I), person 
concept of himself as a healthy person (H) . This shows 
people of Urban area approach to hospital more often than 
people of Rural area. With respect of Barker Model, the 
result shows that Rural area people avoid medical care, they 
are much influenced by their traditional views. They 
generally, thought that God was the main cause of their 
disease. Usually hospitals in India have an Urban bias and 
all good hospitals are located in Urban area or big town. 
Rural people often express their opinion that physician do 
not understand their feelings and this connot treat their 
disease. 
The findings support the Barker model with respect of 
DT, factor i.e., diagnosis and treatment Barker Model points 
out that the person past experience counts alot, regarding 
diagnosis and treatment. If the fifth force, that is (DT) 
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diagnosis and treatment, is negative which actually involves 
monetary expense and the anticipation of possible additional 
discomfort and pain, the person will avoid medical help. 
Now we consider the hypothesis no. 4,5,6 and 7. As far 
as hypothesis no. 4 is concerned, the result shows 
significant difference within all five age groups, with 
respect of vector generated by pain and discomfort (S) 
anticipation of returning to health (RH), and anticipation 
of possible illness (I) . This indicates that majority of 
patients who come to hospital are approach oriented. On 
factor H, person concept of himself, as healthy person, and 
the factor DT, diagnosis and treatment. Insignificant 
difference is found in older age group this shows patients 
of old age group avoid medical treatment. Above all the 
findings show that approach tendency is more prevalent than 
avoidance tendency in all groups except older group. 
Considering the hypothesis no. 5 the result shows with 
respect of Barker five factor i.e., S, vector generated by 
pain and discomfort RH, anticipation of returning to health 
H, person concept of himself as as healthy person I, 
anticipation of possible illness, and DT, diagnosis and 
treatment. It can be seen that S, RH, I and DT factor 
reveal significant positive difference on all four levels of 
socio-economic status i.e., V.Poor, Poor, Middle, Upper 
Middle is indicating that majority of subjects who were 
approach oriented come to hospital for treatment in 
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anticipation of being cured. The result also shows 
significant negative difference between avoidance and 
approach aspects on the H, factor person concept of himself 
as healthy person, and for all socio-economic groups this 
indicates that the person who feels himself healthy avoid 
medical treatment. 
As far as hypotheses no 6 and 7 is concerned, the 
result S, the vector generated by pain and discomfort RH, 
anticipation of returning to health, I, anticipation of 
possible illness and DT, diagnosis and treatment approach 
tendencies are more prevalent among Urban and Rural area 
people on these four factor S, RH, I and DT, this shows 
people of both areas Rural and Urban approach to hospital 
for seeking care whether they are from Urban area or Rural 
area. In regard to Barker Model H, factor, person concept of 
himself as a healthy person is concerned, insignificant 
result shows that the person who feel himself healthy will 
civoid medical care. 
Considering the hypothesis no 8 the result shows no 
significant difference between any of the five age groups 
with respect to four dimensions i.e., (PS) perceived 
susceptibility (SC) serious consequences (PB) perceived 
benefits (BET) barrier expenses and trouble. This indicates 
age have no association with these four dimensions. If a 
person gets sick whether he will directly approach to 
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hospital or will avoid hospitalization, depands upon the 
individual perception and need. He can easily be affected by 
the disease or disease consequences or perceived benefits or 
expenses. If he wants to seek medial aid, he will directly 
approach to the hospital. 
Hypothesis no 9 is about patients belonging to 
different socio-economic status, with respect of Becker and 
Maiman Model. The result shows insignificant difference 
with respect of (PS) perceived susceptibility, (SC) Serious 
consequences, and (PB) Perceived benefits. Significant 
difference is found with respect to (BET) Barrier / expenses 
and trouble which shows middle class people differ from V 
Poor class, Middle class people approach to hospital without 
any delay they have no barrier, expenses and trouble in 
seeking medical care in comparison to V.Poor class, whereas 
no significant difference is found between the rest of the 
two levels i.e. Poor and Upper Middle. 
Considering the hypothesisnP- 10. The result shows 
significant difference between Urban and Rural area with 
respect to (PB) perceived benefits this indicates people of 
Urban area approach to hospital in seeking care more than 
people of Rural area. The result also shows significant 
negative difference with respect to (BET) barrier, expenses 
and trouble,this shows people of Rural area avoid medical 
help more than people of Urban area. The rest of the result 
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shows no significant difference with respect to (PS) 
perceived suscebtibity or (SO serious consequences. 
In conclusion our findings show that nowadays people 
are much aware and conscious about their health. Today a 
great deal of attention is being paid to the role of life 
style in the development and maintenance of health, but It's 
a well known fact that peoples ideas, about their illness 
may vary, because it can be seen that in day today 
activities, for the same ailment or disease some people 
avoid seeking care or some immediately approach to hospital. 
But nowadays generally people are much aware of their 
disease and health and their consequences whether they are 
aged or they reside in Rural and Urban area. Somehow, media 
also persuade people to look after their health. 
The work mentioned above present a potentially useful 
research and possibly fruitful areas of approach for further 
investigation. 
The findings of the present study also suggest the 
directions in which future research may advance. In future 
research, variable of social support, stress mood, and 
stages interviening between concept of illness and decision 
to consult a qualified physician should be studied. 
In future, research can be carried out by applying 
health questionniare, and health opinion survey, on general 
public and take their views and opinion about their health 
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care seeking behav iour . In which both U/R area w i l l 
consider, I t would be the be t te r s tep, in t h i s d i r ec t ion . 
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OIAPTER VI 
SUMMARY 
'The present study was an attempt to find the effect of 
demographic variables such as age socio-economic status, 
Urban and Rural/residence, on person health care seeking 
behaviour. The most important aspect of health care seeking 
behaviour is time-taken by a person in reaching hospital. 
Two Models, one Approach Avoidance by Barker (1953) and 
the other by Becker and Maiman (1975), have identified a 
number of factors which make a patient to approach or avoid 
seeking care. 
The review of literature reveals that; 
(i) Adolescents give more importance to the health; 
Subjects (patient) who suffers from less serious 
disease are slightly more predisposed toward self 
treatment 
(ii) Younger subjects are more likely to center on their 
current state of health while older subjects could 
envisage a state of partial health. Less centering is 
found in judegment of future health in both older and 
younger subject, 
(iii) Physical health problesm increase with age and women 
reported higher number of physical health problem in 
old age as compared to men; female contact the hospital 
immediately and seek health care more quickly in 
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comparison to men. 
(iv) Health care seeking behaviour differs according to 
subjects socio-economic status. 
(v) Subjects of lower socio-economic status are appeared to 
be at higher risk, lower class persons are more likely 
to be concerned about their illness than those of 
higher status. 
(vi) Reporting was significantly poorer for low income 
persons in comparison to high income persons 
(vii) Poor class seek fewer medical help in comparison to 
other class (Middle and Upper class) poor class also 
delay in approaching to hospital in comparison to 
other class that is (Middle and Upper Middle) 
(viii) In Rural subjects God is the most important cause of 
disease; higher hospital admission rate is consistently 
greater among Rural than Urban. 
(ix) Male hare more psychological symptoms than females in 
both areas. In Rural area women, health belief are all 
positively associated with adequate health care. 
(x) In the use of mental health service the ratio of male 
to females is significantly lower in rural than non-
rural setting. 
In the light of two Models Barker (1953) Becker and 
Maiman (1975) and review of past literature these hypotheses 
were formulated. 
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1. Patients belonging to different age group will differ 
in respect of factors proposed by Barker Model. 
2. Patients belonging to different socio-economic status 
will differ in respect of factors proposed by Barker 
Model. 
3. Patients belonging to Urban area will differ from Rural 
area in respect of factors proposed by Barker Model. 
4. For each specified age range of patients difference 
will be observed in positive and negative vector. 
5. For each socio-economic level difference will be 
observed in approach avoidance vectors of patient. 
6. Patients belonging to Urban area will differ in 
positive and negative vectors of health care seeking 
suggested by Barker's Model. 
7. Patients belonging to Rural area will differ in 
positive and negative vectors of health care seeking 
with respect of Barker's Model. 
8. Patients belonging to different age groups will differ 
in respect of dimensions proposed by Becker and Maiman 
Model. 
9. Patients belonging to different socio-economic status 
will differ in respect of dimensions proposed by Becker 
and Maiman Model. 
10. Patients belonging to Urban area will differ from Rural 
area with respect of dimension proposed by Becker and 
Maiman Model. 
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Method-In order to test the above hypotheses a questionnaire 
based on the two models in Hindi was prepared. The 
questionnaire was administered on 200, subjects, 100 
patient, from Rural area and 100 patient from Urban area. 
The patients were admitted in medicine ward of J.N. Medical 
College AMU, Aligarh. The age range of subjects was (19-28, 
29-38, 39-48, 49-58, 59-68) and the subjects were 
subsequently divided into five categories (ii) into four 
categories (V poor, Poor, Middle and Upper Middle) on the 
basis of their socio-economic status and the data was 
collected individually. Before administering the 
questionnaire rapport was formed with the subjects by means 
of conversation. The interviewer approached the subjects 
one by one, the subjects were told that the study is being 
conducted to see, whether a person who is sick will 
directly, approach or do self treatment or avoid medical 
help. The interviewer read out the questions, one by one 
and requested the subject to respond each question freely 
without any hesitation and assured him that his or her 
responses would be kept confidential. 
Statistical Analysis- Items representing approach and 
avoidance vectors envisaged by Barker Model were scored 1 or 
0 depending upon, whether the response indicated movement in 
the direction of medical care or away from it. Responses to 
items representing Becker and Maiman Model were categorized 
as (H), those expressing positive disposition toward health 
care and (L) , negative disposition toward health care. As 
the number of items representing different approach and 
avoidance factors was not equal inter group comparison was 
done in terms of frequency of item endorsement converted 
into percentage. The significance of difference between two 
percentages was determined, by finding critical ratio (CR) 
for difference in two percentages to be compared. 
Results In the light of two Models. 
Barker Model (1953) 
Becker and Maiman Model (1975) 
Intergroup comparson and within group comparison were 
made, to find differeces among age group, s.e.s group, and 
Rural and Urban area. The results are as following. 
With respect to Barker Model (1953) 
(Inter group comparison) 
Age The significant difference was found on S,I and DT 
factor, on these factors, older age group differed from 
younger ones. In other comparisons no significant 
difference was found between age group with respect to RH, 
and H factor. 
Socio-economic status No significant difference was found on 
this variable between any of the four levels i.e., (V. Poor, 
Poor, Middle and Upper Middle). 
Urban/Rural Area The results show people of Urban area 
approach to hospital more than people of Rural area with 
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respect of DT, diagnosis and treatment. Whereas no 
significant difference was found between the rest of four 
factors i.e., S, RH, H, I. 
With respect to Barker Model (1953) 
(Within group comparison) 
Age With in group comparison S, RH, and I, factors show 
significant difference on all five age groups whereas 
insignificant difference is found only in age group 59-68, 
with respect of H and DT factor. 
Socio-economic status S, RH, I, and DT factor reveals 
significant (+) positive difference on all four level of 
(SES), whereas significant negative (-) difference was found 
on H, factor for all S.E.S group. 
Urban/Rural Area The comparison between approach and 
avoidance behaviour with respect of Urban and Rural area. 
The result shows that S, RH, I, DT factors reveal 
significant positive difference on both areas R/U whereas 
the result also indicates significant negative(-) difference 
between avoidance and approach aspect on the H factor, 
with respect to Becker and Maiman Model (1975) 
(Inter group comparison) 
Age No significant difference was found between any of the 
five age ranges i.e. (19-28, 29-38, 39-48,49-58,59-68) with 
respect of Becker's four dimension (PS, SC, PB, B/E/T). 
Socio-economic Status With respect to this variable 
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significant difference was found between V. poor, and Middle 
class people on Becker's fourth dimension i.e. B/E/T 
Barrier/expenses and trouble, whereas the other dimension 
PS,"'SC, PB, no significant difference was found. 
Urban and Rural Area With respect of Becker's four dimension 
the result indicates significant positive (+) difference in 
comparison between Urban and Rural area on PB, perceived 
benefits the result also indicates significant negative (-) 
difference with respect to B/E/T barrier expenses and 
trouble whereas no significant difference was found with 
respect to PS, perceived susceptibility and SC, serious 
consequences. 
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